INTRODUCTION
Current mental health policy emphasizes the importance of involving consumers in every aspect of service development, delivery, and evaluation, including in leadership (Commonwealth of Australia, 2008; Mental Health Commission of Canada, 2012; World Health Organization, 2008) . Consumer leadership is promoted within the mental health consumer movement as a means to improve the mental health system (Moore 2007; Russo et al. 2018) . Originally proposed to emancipate consumer participation initiatives from dependence on the often resistant attitudes of others (Gordon 2005) , consumer leadership has since been imbued with a broader purpose. For instance, commentators contend consumer leadership may improve the status of consumers (Piat et al. 2018) , increase awareness of the consumer movement (Happell & Roper 2006) , and encourage recovery-oriented practice (Byrne et al. 2012; Vayshenker et al. 2016) .
At present, implementation of and scholarship on consumer leadership remain in development (Byrne et al. 2018; Scholz et al. 2017c) . Consumer leadership receives little recognition and remains stigmatized within mental health services (Callard & Rose 2012; Scholz et al. 2017a,b) . In academia, few attempts have been made to define consumer leadership (Brown & Townley 2015; Byrne et al. 2018; Carr 2010; CrepazKreay 2017; Ellison & Dunn 2006; Gordon 2005; Happell & Roper 2006; Moore 2007; O'Hagan 2009; Wituk et al. 2008) , with varied results. Consumer leadership has been defined in diverse ways, including as a practice of certain roles (Byrne et al. 2018; Happell & Roper 2006) , by level of influence or prominence (Ellison & Dunn 2006) , by its purpose and values (O'Hagan 2009) , as the application of personal characteristics (Crepaz-Kreay 2017; Piat et al. 2018) , or in relation to organizational structures (Brown & Townley 2015) . Few attempts have been made to construct a framework for consumer leadership (O'Hagan 2009; Scholz et al. 2016) , despite its projected benefits.
Consumer leadership is difficult to define in part because of its inconsistency with traditional leadership styles. Consumer leadership has been described as less hierarchical in nature than conventional leadership models, in which power is concentrated at the top of hierarchies (Jones & Shattell 2016; Segal & Hayes 2016) . Indeed, Piat et al. (2018) found that consumer leadership may emerge even in circumstances wherein consumers have little access to formal power. Rather than limit consumer leadership to conventional leadership roles, advocates call for its recognition in diverse roles both throughout and outside of the mental health system (Byrne et al. 2017; Piat et al. 2018) . Conventional leadership has been critiqued by consumers as detached from consequences, as privileging traditionally valued knowledge-based skills over other types of expertise, and as unable to accommodate various leadership styles championed within the consumer movement (Carr 2010; O'Hagan 2009; Roper et al. 2018) .
THEORETICAL FRAMEWORK
The current study draws on two approaches to consumer leadership. The first is O'Hagan's (2009) model of consumer leadership as being explicitly purposeful. That is, the primary aim of consumer leadership is commonly articulated as realization of improvements to the health sector (Byrne et al. 2018; Gordon 2005; Russo et al. 2018) . O'Hagan asserts the purpose of consumer leadership is to work towards 'equal distribution of collective power and the empowerment of individuals and groups ' (2009, p. 37) . Consistent with this claim, consumer workers in a study by Bennetts et al. (2013) described consumer leadership as more concerned with building capacity in others than exercising power over others. To achieve this aim, commentators contend consumer leaders must develop competencies specific to consumer leadership in addition to traditional leadership skills, such as relational skills and an understanding of theoretical and historical bases of consumer leadership (Byrne et al. 2012; Cyr et al. 2016) .
The second aspect of the theoretical framework is informed by service-dominant logic (SDL; Vargo & Lusch 2016) which has been recently applied to work in consumer leadership by Scholz et al. (2016) . One of the key concepts of SDL is that mutually beneficial cocreation of value is achieved through resource exchange between parties, coordinated through socially constructed rules, norms, and beliefs (Vargo & Lusch 2016) . Consistent with O'Hagan's (2009) conceptualization of consumer leadership, SDL emphasizes consumers' contribution to the mental health system (Scholz et al. 2016) . However, SDL currently fails to account for documented power differentials between consumers and traditional health providers (Cleary et al. 2018; McLean 1995; Scholz et al. 2018) . Specifically, health professionals' expertise and positions are often privileged over consumers' perspectives and experiential expertise . A reasonable resource exchange seems unlikely to occur given the status of consumers in partnership with organizations. Using the lens of SDL, without resource exchange, cocreation of value cannot occur.
AIM AND OBJECTIVES
Much of the literature on consumer leadership explores only consumer-led organizations rather than the mental health sector more broadly (Scholz et al. 2016) . Therefore, this study aimed to explore how consumer leadership is understood by various stakeholders from a diverse range of mental health organizations who self-identified as engaging consumer leaders. To achieve this aim, the objectives of this study were as follows:
1. To collate stakeholders' accounts of consumer leadership, 2. To identify categories around which perceptions of consumer leadership were organized, reflective of dimensions of consumer leadership, and 3. To better understand the breadth of extant perceptions of consumer leadership.
METHOD Design
A qualitative, exploratory design was chosen to allow for the development of richer understandings of consumer leadership (Stebbins 2001) and to allow stakeholder accounts to guide an in-depth exploration of consumer leadership. Ethical approval was obtained prior to the commencement of this research from the University of Canberra Human Research Ethics Committee. This study was performed in accordance with the ethical standards articulated in the Declaration of Helsinki (World Medical Association, 2013) .
Participants and recruitment
Participants were sought on the basis of their experience of consumer leadership. Purposive sampling techniques were utilized to select information-rich cases for analysis (Patton 2002) . Invitations were sent out through the email list of the local peak body for the community-managed mental health sector. The recruitment material included a brief description about participating in the study. This description included details about how both consumers and nonconsumers engaged within diverse mental health organizations were welcome to participate to help gather a variety of stakeholder perspectives. At the end of each interview, participants were also asked to nominate other potential participants they knew working in the sector.
The final sample consisted of 14 individuals identifying as consumer leaders, colleagues supporting consumer leaders, or executives of organizations with consumer leaders. Participants represented a range of private, government, and nongovernment organizations. All participants provided written informed consent for recording and transcription of interviews prior to their inclusion in the study.
Data collection
Interviews were 32-80 min in duration. The interview guide allowed participants to reflect upon and explain understandings of consumer leadership and its development. Pseudonyms were assigned to ensure participant confidentiality.
Data analysis
Data were analysed using Braun and Clarke's (2006) approach to thematic analysis, focusing on semantic content of the data. Coding was data-driven to ensure identified themes remained strongly linked to data, with an aim to produce a rich description of the entire data set (i.e. essential elements of consumer leadership), rather than a detailed account of one particular theme within the data set (any one particular element of consumer leadership). This approach is consistent both with the research aims driving analysis and with Braun and Clarke's (2006) recommendations concerning the study of participants whose opinions on a subject matter are unknown.
The process of analysis involved initial coding of the data set, from which a coding schema was developed. Initial codes were generated through complete coding of the data set, in which every data extract pertinent to consumer leadership was coded for meaning. Interview data were recoded and collated using the coding schema, at which point themes were identified, demarcated, and refined.
RESULTS
Participants expressed diverse views regarding consumer leadership, many of which were incongruent with others (see Table 1 ). However, participants' understandings of consumer leadership were organized around four dimensions of consumer leadership: roles associated with consumer leadership, purpose of consumer leadership, requirements for consumer leadership, and process of consumer leadership. Participants' views associated with each of these dimensions will now be discussed in turn.
Roles associated with consumer leadership
Participants' accounts constructed consumer leadership as performance of particular roles, most commonly consultancy roles, representative roles, or committee membership. However, these roles often themselves lacked definition. For instance, though Jamie associated consumer leadership with consumer consultancy, Jamie evidenced difficulty defining this role:
'I mean, we've got consumer consultants within the role but at the end of the day they're not peer workers. They've got defined boundaries about what they do. They're not necessarily -they do -I think there's a bit of blurriness in terms of our actual consumer consultants. Some of them fall more into fragment roles. So they might run -they might help co-facilitate or facilitate groups in certain areas, but I think there's a bit of blurriness there'.
Poorly defined roles were criticized by participants as 'setting people in specific peer positions up to fail' (Pat). Indeed, participants recognized several elements of identified leadership roles as undermining consumers' abilities to perform their roles effectively. For example, Morgan noted 'it can cause. . .burnout. . .because in that representative model, you're very much the minority'.
Although participants commonly associated consumer leadership with consumer representation, consumer consultancy, or committee membership, consumer leadership was ultimately linked to a wide variety of roles, programmes, and settings throughout the mental health system (see Table 2 ). In particular, participants emphasized the importance of involving consumers as leaders in key positions throughout the mental health system, including within mainstream services, in paid positions, and in positions at the top of the mental health system's hierarchy:
Drew: 'Hopefully in the near future we will employ people in a peer workforce role . . . to develop into genuine leadership and management positions within the organisation-because that's the way you influence the greatest amount of change'.
Taken together, the variety of roles with which participants defined consumer leadership suggests consumer leadership occurs across roles, rather than in the context of one particular role. Thus, consumer leadership is not role-dependent.
Requirements for consumer leadership
Talking about their credentials for leadership, Riley, a consumer, commented 'I have a lived experience of mental illness and also have. . .skills that make me quite well-suited to being in this role'. In doing so, Riley captured the two factors most consistently identified by participants as requirements for consumer leadership, namely lived experience of mental distress and capacity for leadership. Generally, participants viewed lived experience as an asset that uniquely qualified consumers for leadership, 'a powerful thing that you can't get any other way other than actually being a consumer yourself' (Alex); however, possession of lived experience alone was considered insufficient to qualify consumers for leadership. Indeed, engaging consumers lacking in leadership capacity was often viewed by participants as a risk: Roles participants associated with consumer leadership included paid and unpaid roles; roles at organizational, regional, and national levels, and; both consumer-specific roles and roles for which lived experience is not a requirement.
Cameron: 'Often people will . . . employ someone because they have a mental illness and they've said I'd like to be involved. It doesn't give them the experience or the qualifications or the capacity to do the work effectively. And if you take that perspective, you're putting them and other people at risk'.
Despite consistent endorsement of these qualities as necessary for leadership, participants differed in their sense of what each criterion entailed. Participants' perceptions of consumer capacity were particularly nebulous: participants invoked a number of traits across interviews as components of capacity including interest, experience, qualifications, confidence, availability, certain personality characteristics, intelligence, and a wide variety of skills and knowledge. For example, Jordan described capacity development as building 'appropriate skillsets, the mindset, the awareness, the wellness' for leadership. At the same time, participants' specific expectations regarding capacity were rarely made clear.
Participants' understandings of lived experience initially appeared more uniform than their definitions of capacity, consistently pertaining to lived experience of mental illness and recovery: 'So, you're looking for people. . . that know what it's like to feel so awful that you can't do anything, and also have had the strength to climb out of that' (Alex). Many participants additionally identified service use as an essential component of lived experience, both to enhance the relevance of consumer perspectives and to differentiate lived experience from other experiences of distress:
Morgan: 'I don't like it when -sometimes senior bureaucrats say, "We're all consumers because I had an asthma attack" . . . I think being a consumer of a mental health service is a particular type of thing. . . it's like nothing else'.
However, participants varied in their emphasis on the match between consumer leaders' lived experiences and the experiences of services' target populations. For example, while Pat expected consumer leaders to be 'neutral' to 'work effectively with a whole range of people', Lee called for consumer leaders with experience of the exact service being accessed by consumers, recognizing 'having that experience is quite powerful when it comes to relating to. . .our clients' issues'. What was considered adequate and appropriate lived experience therefore varied across participants.
Although lived experience and capacity were seen as assets and necessary for performance of consumer leadership, possession of these qualities was also the grounds on which consumer leaders were criticized by nonconsumer stakeholders. For instance, some participants associated lived experience with bias: 'consumers will have limited experience and quite unfortunate experience, which may dominate their opinions and views' (Drew), or vulnerability: 'as you know consumers can become unwell. . .become emotionally challenged when certain issues are discussed' (Jamie). While some participants recognized such views as stigma: 'there have been some bad experiences but they're not always with the consumers. . .you can't blame it all on mental illness' (Casey), Robin noted such perceptions perpetuated criticisms of consumers with capacity for leadership:
'You can't really speak on behalf of [other] consumers because you're well and they're not well. So, it's that little dichotomy of. . . we need someone like you to speak, because you're articulate and they're not, but by the very fact that you do come and speak, you've become unrepresentative'.
Robin's statement reflects an irony evident in many participants' understandings of consumer leadership: the very qualities required for consumer leadership are the basis by which consumers are discredited as leaders. As Morgan commented: 'you have to be able to function in an office environment but then represent and have experience of being homeless and psychotic. . . I don't know how it can be done'. Thus, the perceived requirements of consumer leadership often presented standards potentially impossible for consumers to attain.
The purpose of consumer leadership
Participants constructed the purpose of consumer leadership as central to its definition; moreover, participants' perceptions of the purpose of consumer leadership were highly consistent. Broadly, participants all viewed consumer leadership as enacted to achieve change, 'to really make that change and have a great impact' (Taylor), whether in context of services, the mental health system, or wider society. Consumer leaders were seen as uniquely positioned to achieve change by virtue of their unique understanding of mental illness and the mental health system: Riley: 'There are very siloed areas of expertise, so you have clinical expertise, you have policy expertise. They tend not to cross over. . .but when you have someone who has lived experience they do automatically cross over because they've had the lived experience of mental health policy, they've had lived experience of being a consumer of mental health services, so. . .they have. . .a. . .broader view than someone who was working in mental health'.
Indeed, consumer leadership was described as being engaged or exercised to increase influence and availability of lived experience perspectives. Participants also acknowledged consumer leadership was valuable in increasing organizations' consumer-centeredness: 'it keeps us grounded in terms of maintaining. . .consumer focus' (Dylan), accountability of services to consumers: 'they provide accountability for us in terms of challenging a lot of our norms and actually holding us to higher account' (Jamie), and recognition of consumer capacity:
Morgan: 'a clinician sometimes thinks 'well, that person's doing really well'. . .they might be on the pension and living alone in a bedsit, and not that long ago that would be considered a really good clinical outcome, but I think consumers turning up for work is saying no, you can actually do a bit better'.
Regardless of the type of change participants emphasized as central to the purpose of consumer leadership, there was a sense that consumer leadership was enacted for betterment of others: 'I guess investing in consumers' opinions and experiences. . . will help us all be better off in the future' (Taylor). In particular, participants considered consumer leadership as enacted to improve consumer circumstances, as is evident in Robin's description of the turning point in one consumer leader's relationship with an initially resistant colleague:
'He found out that she wasn't going to axe him at the back of his head. . . that she was an intelligent woman who, like him, hopefully wanted to see better care for people with mental illness, better care and treatment and better opportunities'.
Robin's comments also illustrate that the motivations for exercising consumer leadership are not unique to consumers. Although certainly depicted as central to consumer leadership, participants noted the purpose of consumer leadership united, rather than differentiated, consumer leaders and other service providers.
The process of consumer leadership
Participants' understandings of consumer leadership were also organized around ways in which consumer leadership was exercised. Generally speaking, participants understood consumer leadership as enacted through application of lived experience, exercise of influence, collaboration with others, and promotion of a supportive, inclusive culture.
Through application of lived experience Consumer leadership was consistently described as conducted through application of lived experience: 'it's a tool to connect in a really personal way' (Alex). However, accounts differed as to whether lived experience was applied as a means to represent 'a broader range of people, not just necessarily themselves' (Jordan), or as a source of relational ability or expertise, as advocated by Casey: 'I think. . .it's about. . .recognising. . . lived experience is a form of expertise, it is a knowledge-base, it's a skill set. . .there's a lot that you learn and there are a lot of extra attributes that you gain by having lived experience'.
Furthermore, although some participants referenced lived experience as being applied by people who had not made their experience public, many participants held that consumer leadership involved intentional or overt application of lived experience, a distinction summarized by Morgan: 'I suppose the consumer worker deliberately uses that experience where other people might have had it just in form'.
Through exercise of influence Participants described consumer leadership as occurring through influence over service design or delivery. However, participants presented consumer leadership both as achieved through influencing decisions of others and as exerting direct influence over decisionmaking. For instance, while Pat spoke about consumer leadership as informing work of others: 'the policy work we do [is] greatly enriched by having that lived experience at the Similarly, Morgan advocated for 'a lived experienced discipline principal to organise the delivery of peer support and consultancy', noting 'it loses something when it's managed by someone who doesn't really know what it is'. Indeed, participants noted that, when decision-making power rests with others, consumer leadership is often jeopardized:
Cameron: 'Generally they will have a decision in mind-. . .but they know they need to have some level of consultation. So they'll have a consultation. . . but they'll go and do what they were planning on doing all along anyway. . . what's the point of being engaged'?
Through relationship Participants indicated consumer leadership was usually practiced collaboratively with others, in support of others, or through connection with others. For example, Casey noted consumer leaders 'use their networks to get information they then see through the lens of lived experience', while Riley reflected 'you learn as a consumer [to] look to other people to support you'.
However, participants differed as to whether consumer leader nonconformity was disruptive or desirable when working with others. For instance, while some participants were not opposed to conflict, expressing sentiments such as: 'sometimes it actually can be quite refreshing for someone. . .to challenge you a bit more' (Drew), others viewed nonconformism negatively:
Pat: 'We sometimes have the challenges of individuals who have very strong opinions and voice them very vocally. . .and sometimes those opinions. . .just don't align with the way the organisation is going'.
Other participants framed conflict as an inevitable element of consumer leadership: 'The reality is -where there's any value in where changes have been made, it's generally because it's been hard fought and hard won. . . there's no easy way to have these changes in place' (Cameron).
Through culture development Consumer leadership was often described by participants as achieved through promotion of a culture of inclusion and support, particularly for consumers:
Taylor: 'I think because there are a few members on the board that have lived experiences, plus they know that a lot of staff members have lived experiences of mental ill health. . . they're very supportive and set that tone straight from a board level'.
Specifically, participants perceived consumer leadership as contributing to a culture of honest communication, both in terms of consistency between policy and practice, and openness between staff: Additionally, consumer leaders were perceived as reinforcing active respect for the intrinsic value of both service providers and service users: 'it's about valuing each individual and doing what's right for them, and the only person that can really know what's right for them is them' (Alex). Participants noted consumer leaders promoted respect for the self in addition to others, placing emphasis on both support and self-care:
Taylor: 'There is that time spent on making sure that everyone is really. . .doing well and that we're really looking after ourselves, especially for promoting that of other people. . .I think we recognise how worth it that actually is'.
DISCUSSION
This study contributes to understandings of consumer leadership by exploring perceptions of consumer leadership held by members of mental health organizations. Findings indicate participants' understandings of consumer leadership were organized around roles associated with consumer leadership, purpose of consumer leadership, requirements for consumer leadership, and processes of consumer leadership. Broadly speaking, participants' perceptions constructed consumer leadership as enacted within a variety of roles, to effect change to improve consumer circumstances. Though the sole requirements for consumer leadership articulated by participants were lived experience and leadership capacity, consumer leadership was constructed as performed through a variety of processes, namely through collaboration, direct or indirect influence over decision-making, application of lived experience, and development of inclusive cultures.
Our findings extend O'Hagan's (2009) model of consumer leadership and the application of SDL to consumer leadership by Scholz et al. (2016) by highlighting the importance of the process of consumer leadership. Neither O'Hagan's model nor the SDL framework specify how consumer leadership might be enacted, emphasizing instead the purpose of consumer leadership and the common goal driving resource exchange, respectively (O'Hagan 2009; Scholz et al. 2016) . However, the ultimate purpose of consumer leadership, improvement of consumer circumstances, was recognized as shared by both consumer and other leaders within mental health services and has been reported as a goal of consumer involvement more broadly (Cyr et al. 2016; Vandewalle et al. 2016) . Additionally, existing literature on consumer work indicates consumer leadership and other forms of involvement share many qualities in addition to their overarching purpose, including the types of roles performed (Bellamy et al. 2017; Millar et al. 2016) and requirements of having lived experience and the different forms of capacity Vandewalle et al. 2018; Watson 2017) . Thus, if consumer leadership is to be uniquely defined, consideration of the process of consumer leadership may be required to differentiate consumer leadership from other forms of leadership or consumer involvement.
As an example of how the process of consumer leadership may be integral to its definition, consider how consumer leaders might exercise influence over service design and delivery. In this study, participants described consumer leadership as achieved through both direct influence over decision-making and influence over decision-making of others. Recall, however, Gordon (2005) introduced consumer leadership as a means to overcome dependence of consumer involvement on attitudes of others. Where control over decision-making resides with others, success of consumer initiatives remains dependent on others' attitudes (Davidson 2015; Gillard et al. 2015) . Studies have indicated that consumer initiatives embedded within systems dominated by nonconsumers encounter barriers such as poor resourcing, provision of inappropriate training and supervision, and socialization into professionalized roles at the expense of the integrity of consumer work (Bellamy et al. 2017; Vandewalle et al. 2016; Walker & Bryant 2013) ; proponents of consumer leadership posit that such barriers to effective consumer involvement are overcome only when consumers are involved in positions with 'real-world impact' (Byrne et al. 2018) and carry authority (Boyle & Harris 2009 ). Thus, regardless of its purpose, exercise of indirect influence over decision-making fails to constitute consumer leadership as envisioned by its advocates (Byrne et al. 2018; Gordon 2005; . Even where consumer leadership has been described as independent of formal power structures, it has been characterized by consumers' autonomy with regards to leadership-related decisions (e.g. identification of leaders, leaders' roles and activities; Piat et al. 2018) . Consumer leadership may therefore be better understood as exercise of direct control over decisionmaking by consumers, while indirect influence over others' decision-making may better reflect other forms of involvement such as consumer participation.
To further illustrate how the process of consumer leadership may shape its definition, consider how consumer leaders were perceived to apply their lived experience. Lived experience was perceived as utilized both as a source of expertise and as a means by which to represent other consumers. However, representation is the act of speaking on behalf of others (Merriam-Webster, 2016) . Thus, applying lived experience in order to speak for others conflicts with the value of empowerment O'Hagan contends drives consumer leadership (O'Hagan 2009). As noted by Morgan, the 'representative model' also artificially limits the number of consumer voices sourced for input, creating conditions antithetical to effective leadership in which consumers remain a minority voice; studies have found that a critical mass of minority members is required to shift the balance of power in group settings (Torchia et al. 2011) . By limiting consumer input, this conceptualization of consumer leadership also conflicts with a perceived purpose of consumer leadership, increasing consumer involvement in the sector. Conversely, lived experience applied as expertise allows for recognition of the uniqueness of lived experience and, therefore, the need to involve a diversity of perspectives in leadership (Byrne et al. 2018; Epstein 2013) . Furthermore, conceptualizing consumer leadership as involving the application of expertise may increase support for consumers' uptake of formal or systemic leadership roles (Scholz et al., 2017a) . For example, consumer leaders may be considered those best qualified to manage a consumer workforce by virtue of their unique understanding of the nature of consumer work (Byrne et al. 2012 ) and the recovery principles that underlie its practice (Vayshenker et al. 2016) . Thus, consistent with the conclusions of other research (Rose et al. 2016; Scholz et al. 2017d ) consumer leadership should be thought of as application of expertise, rather than an act of representation.
These examples illustrate not only how the process of consumer leadership may differentiate it from similar constructs that share its purpose, but also the existence of inconsistencies across participants' perceptions. Though perceptions of consumer leadership could be organized into discrete subthemes (e.g. consumer leaders influence service design and delivery), perceptions of consumer leadership within these subthemes were often inconsistent (e.g. participants differed as to whether they considered indirect influence over decision-making sufficient for consumer leadership).
Importantly, incongruent understandings and expectations of consumer leaders often posed potential barriers to effective consumer leadership. For instance, participants noted consumer leaders were both required to possess capacity for leadership and were criticized as unrepresentative of other consumers on the grounds of their capacity for leadership. This inconsistency suggests some stakeholders may feel most people with lived experience do not have potential for leadership, reflecting the existence of enduring stigma against consumers reported elsewhere (Byrne et al. 2016; Clossey et al. 2015) . Similarly, experiences of role ambiguity and inconsistent attitudes across health professionals reported by participants have been identified as barriers to consumer involvement more broadly (Asad & Chreim 2016; Bellamy et al. 2017) . Indeed, many barriers to consumer participation previously reported in the literature were reflected in the current findings, perhaps reflective of the current underdeveloped status of consumer leadership (Byrne et al. 2018; Scholz et al. 2017a,b) or its conflation with other forms of involvement or more tokenistic practices (Segal & Hayes 2016; Scholz et al., 2017) .
Our findings have implications for the development of consumer leadership. From a practical standpoint, they indicate that to facilitate consumer leadership, organizations may wish to identify and reconcile incongruities between expectations applied to consumer leaders and the purpose for which they are engaged. Staff development through improved training and education is recommended to provide a platform to address differences among staff members' perceptions of consumer leadership, to communicate organizational expectations regarding consumer leadership, and to otherwise facilitate a consistent approach to consumer leadership (Barkway et al. 2012; Cleary et al. 2006; Scholz et al., 2017) . Organizations may also wish to emphasize consumer and nonconsumer leaders are united in their wish to improve outcomes for consumers more broadly and to facilitate collaboration and cooperation between these service providers (Gee & McGarty 2013; Scholz et al. 2016) .
From a theoretical standpoint, these findings highlight the need for a clear definition of consumer leadership. This study contributes to existing literature by identifying specific areas in which perspectives on consumer leadership may conflict, better informing our understanding of how inconsistent understandings of consumer leadership may impede consumer leadership. Furthermore, elements of our findings may help inform the development of a more coherent understanding of consumer leadership. For instance, results indicate where inconsistent perceptions of consumer leadership are most prevalent, highlighting those dimensions of consumer leadership as requiring of particular consideration. These findings also indicate consumer leadership can be practiced in a wide variety of roles and therefore cannot be defined as performance of any particular role. Instead, results indicate that the purpose of consumer leadership may be central to, but not sufficient for, a unique definition of consumer leadership, thereby highlighting the need to develop a deeper understanding of the processes through which it is enacted.
Given inconsistencies identified across participants' perceptions of consumer leadership, it is unlikely a cohesive definition can be developed through analysis of current stakeholder understandings of consumer leadership. Indeed, advocates contend several changes must be implemented to realize consumer leadership throughout the mental health system (Davidson et al. 2012; O'Hagan 2009) , in which it is currently underdeveloped (Treichler et al. 2015; Scholz et al., 2017) . Therefore, future research seeking to develop a definition of consumer leadership should consider methodologies such as Participatory Action Research, which facilitates empowerment of marginalized groups to actively effect changes under investigation (Foucault 1988; Friere 1970) .
There are some limitations of this study. First, participants' attitudes towards consumer leadership may differ from attitudes of other stakeholders. In particular, these participants may represent more positive orientations to consumer leadership than is usual within the mental health sector or may have responded in ways they perceived as desirable. Nonetheless, as this is an exploratory study in an emerging research field, these findings still provide a starting point for better understanding consumer leadership and may eventually be used to inform a theoretical framework to develop further consumer leadership in the sector.
CONCLUSION
This study improves and extends our understanding of consumer leadership through investigating stakeholder perceptions of consumer leadership and suggests areas for further exploration. The findings provide initial support for the applicability of proposed models to consumer leadership. The findings also indicate that though stakeholder understandings are organized around certain dimensions of consumer leadership, the understandings comprising these dimensions of consumer leadership vary in consistency. Importantly, inconsistent perceptions across stakeholder understandings of consumer leadership were identified as constituting potential barriers to its practice. The construction of a definition of consumer leadership is recommended to reconcile inconsistent understandings of consumer leadership. The findings may inform the development of such a definition and thus facilitate the development of this beneficial yet underutilized resource.
RELEVANCE FOR CLINICAL PRACTICE
Scholars have called for mental health nurses to consider their potential role in allyship to the consumer movement . In turn, mental health nurses, who understand consumer leadership roles, requirements, purpose, and process, will be well placed to ally with consumer leaders in the mental health sector. The findings of this study provide further insight into perspectives of a range of mental health stakeholders into consumer leadership within mental health.
